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INTRODUCTION:  Inguinal  hernias,  although  a common  medical  entity,  can  on  rare  occasions  present  as
giant inguinoscrotal  hernias,  mostly  because  of  the  patient’s  rejection  of timely  surgical  management.
PRESENTATION  OF  CASE:  A 77  year  old  patient,  with  a  giant  inguinoscrotal  hernia  history  for  more  than
50  years,  was  advised  to undergo  surgical  treatment  due  to recurrent  urinary  tract  infections  and  vague
abdominal  pain.  Physical  examination  showed  a right  sided  giant  inguinoscrotal  hernia  extending  below
the  midpoint  of  the  inner  thigh.  Preoperative  CT examination  conﬁrmed  a  giant  inguinoscrotal  hernia
containing  the  whole  of  the  small  bowel  along  with  its  mesentery.
DISCUSSION:  Giant  inguinoscrotal  hernias  are  classiﬁed  into  three  types  based on  size, with  each  one  pos-
ing  a challenge  to  treat.  There  are  a number  of  surgical  options  and  recommendations  available,  depending
on  the  type of  hernia.  They  require  close  postoperative  observation,  because  the  sudden  increase  in  the
intra-abdominal  pressure  can  account  for a number  of  complications.  Our  case  was  classiﬁed  as a  type
II  hernia,  having  longevity  of more  than 50 years.  Despite  this,  it was  treated  with  forced  reduction  and
no  debulking  through  an extended  inguinal  and  lower  midline  incision,  forming  a ‘V shaped’  incision.
Patient  recovery  was  uneventful  and  he  was  discharged  on the  10th  postoperative  day.
CONCLUSION:  Preoperative  management  and the  correct  surgical  plan  depending  on  the  case  are  key
elements  in  the successful  treatment  of  this  rare  surgical  entity.
© 2016  The  Authors.  Published  by  Elsevier  Ltd  on  behalf  of  IJS Publishing  Group  Ltd.  This is  an  open
he  CCaccess  article  under  t
. Introduction
Giant inguinoscrotal hernias are a surgical entity, rarely encoun-
ered in modern clinical practice due to early diagnosis and surgical
anagement. They are usually seen in rural population and account
or a number of clinical complications. They can cause difﬁculties
n walking, sitting or voiding. Their surgical repair, apart from tech-
ically demanding, may  predispose to a number of postoperative
omplications like respiratory or cardiac distress, or recurrence. We
resent a rare case of a patient with a giant inguinoscrotal hernia,
hich had escaped treatment for 55 years, and ﬁnally accepted sur-
ical treatment. A description of the different treatments for such
ntities and our approach to the matter is discussed.
. Presentation of caseA 77 year old male was admitted to our surgical department
egarding surgical treatment of a giant inguinoscrotal hernia. He
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had a 55 year history of right inguinal hernia, but due to social fac-
tors he avoided any surgical management. Increasing abdominal
pain over the last few months, along with dyspeptic symptoms and
recurrent urinary tract infections, led him to the decision of ﬁnally
accepting surgical treatment. His past medical history included
hypertension and no previous abdominal surgery.
Physical examination revealed a giant inguinoscrotal hernia
below the midpoint of the inner thigh (Fig. 1). It was irreducible
with no signs of inﬂammation or ulceration. The patient com-
plained of recurrent urinary tract infections for the previous 12
months. CT examination prior to the surgery revealed an inguino-
scrotal hernia containing the whole of the small intestine along
with its mesentery.
The patient was admitted to surgery. Under general anesthesia, a
right inguinal incision was  made. A giant hernia sac was  uncovered
and separated from a stretched spermatic cord, which contained
the whole of the small bowel along with its mesentery. Forced
reduction of the bowel through the deep inguinal ring proved to
be impossible, so it was decided to perform an extended lower
midline incision and connect it with the inguinal incision, in order
to allow better access to the abdominal cavity (Figs. 2 and 3). The
small bowel was placed back in its original position with no debulk-
ing necessary, but unfortunately the right testicle was found to be
roup Ltd. This is an open access article under the CC BY-NC-ND license (http://
CASE  REPORT  –  OPEN  ACCESS
52 G. Sahsamanis et al. / International Journal of Surgery Case Reports 25 (2016) 51–54
F
t
i
w
c
a
T
n
d
c
e
r
3
t
a
h
i
b
t
i
i
s
u
C
b
s
tig. 1. Giant inguinoscrotal hernia extending below the midline between mid-inner
high and suprapatellar bone lines.
schemic and was resected. A double mesh, sutured on the posterior
all of the inguinal canal and the posterior wall of the rectus mus-
le was inserted. Finally, a drain was placed in the inguinal canal
nd the scrotum. The scrotal skin was left (Fig. 4).
The patient was admitted to ICU after surgery for observation.
he postoperative period was uneventful, with the patient having
o signs of respiratory distress or other complications. The scrotal
rain was removed on the 4th postoperative day and he was  dis-
harged on the 10th postoperative day. No hematoma or scrotal
dema developed and at 6 month follow up he showed no signs of
ecurrence or further urinary tract infections (Fig. 5).
. Discussion
Giant inguinoscrotal hernias are usually found in rural popula-
ions, since pain in the inguinal region forces the patient to visit
 surgeon at early stages of hernia formation. They are deﬁned as
ernias which extend below the midpoint of the thigh while stand-
ng, and have a detrimental effect on a person’s quality of life, with
oth social and psychological impact [1,2]. They can cause difﬁcul-
ies in walking, voiding or sitting. In addition, patients with giant
nguinoscrotal hernias suffer from recurrent urinary tract or skin
nfections due to irritation by and dripping of urine on the scrotal
kin [3]. They can also present with eczema of the scrotal skin or
lcers [3]. The testicles are usually non palpable.
They are easily diagnosed during physical examination, while a
T exam is helpful in identifying the contents of the hernia’s sac for
etter preoperative management and decision making regarding
urgical therapy.
A number of techniques have been described for the surgical
reatment of giant inguinoscrotal hernias. The aim of surgical ther-Fig. 2. Giant hernia sac containing the whole of the small intestine along with its
mesentery.
apy is to reduce the sac’s contents back in the abdominal cavity.
This can be achieved with two ways:
• Forced reduction of the sac’s contents in the abdominal cavity
(usually through the deep inguinal ring) [4].
• Debulking of the hernia’s contents, which usually involves the
resection of small bowel, colon or greater omentum [5].
Because of increased intra-abdominal pressure postoperatively,
there are techniques that help increase the abdominal space. This
can be achieved preoperatively with the progressive creation of
pneumoperitoneum by insufﬂating air in the abdominal cavity for
2 weeks [6]. During surgery, this is feasible by creating an anterior
abdominal wall defect by using a mesh and myocutaneous scrotal
ﬂap as coverage. Another technique is to use the hernia sac as a
peritoneal ﬂap and cover it with a prosthetic mesh [7,8].
Giant inguinoscrotal hernias can be very challenging to treat.
One of the major problems concerning surgical management of this
entity are the postoperative complications. They are mostly caused
by the loss of abdominal domain for a long period of time and the
sudden increase in intra-abdominal pressure after replacement of
the hernia’s contents back in the abdomen. The abdomen adapts
to being empty for long periods of time and this causes postop-
erative complications the longer the giant hernia exists. Increased
intra-abdominal pressure can lead to diaphragm dysfunction and
respiratory or cardiac distress. It can also lead to reduced venous
blood return, bowel obstruction or even wound dehiscence [9].A recent review from Trakarnsagna et al. classiﬁed giant
inguinoscrotal hernias into three categories, depending on the
length of the scrotum from the mid  inner thigh, while recommend-
ing an appropriate surgical approach [10].
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Our case was classiﬁed as a type II giant inguinoscrotal hernia,
ince the scrotum was extending below the midline between mid-
nner thigh and suprapatellar bone lines. Current medical literature
or this type of giant inguinal hernias suggests hernioplasty with
ossibly debulking and an abdominal wall lengthening procedure
10]. The fact that our patient had giant inguinal hernia for more
han 50 years also played a major role in the surgical management
nd decision making. No intra-abdominal volume increase proce-
ure was performed preoperatively or during surgery, despite the
ongevity of the hernia. During surgery, we were unable to per-
orm forced reduction of the sac’s contents in the abdominal cavity
hrough the inner inguinal ring. As we did not wish to perform a
ebulking procedure, we performed a lower midline incision up to
he penis and connected it with an extended right inguinal inci-
ion (‘V’ shaped). This maneuver provided us with the required
ccess into the abdominal cavity, which ensured the placement of
he small bowel in its original place. The spermatic cord was found
tretched and the right testicle ischemic, so it was resected.
This maneuver could lead to wound dehiscence, inﬂammation
r recurrence of the hernia, so the scrotal skin was  left redundant;
o act as a protection net in case there was a recurrence of theFig. 4. Successful treatment of giant inguinoscrotal hernia with a drainage placed
in  the inguinal canal and one in the scrotum.
hernia due to increased intra-abdominal pressure postoperatively
[4]. A double mesh was subsequently sutured in the posterior wall
of the inguinal canal and behind the rectus muscle. A drain was
placed in the inguinal canal and the scrotum to avoid creation of a
hematoma. Patient recovery was uneventful throughout the whole
postoperative period.
4. Conclusion
Although rare in clinical practice, giant inguinoscrotal hernias
can pose a real challenge regarding their surgical management
during and after surgery. They require thorough preoperative man-
agement in order to facilitate the best plan available from a number
of surgical options, and close postoperative observation due to
a number of possibly fatal complications. Our case, despite the
longevity and size of the hernia, was successfully treated with min-
imal surgical modalities, an uneventful recovery and no recurrence.
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